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DR. JAMES ALEXANDER MILLER 
pa 
“Tuberculosis should be seen and.not heard.” 


~ 


He meant that all your suspicious chest cases 
should be x-rayed by a man qualified to take 
a good plate and, what is just as important, 
to interpret its reading. 


This is the first thing the family physician 
should know about tuberculosis. 


CAMP FOR TUBERCULOSIS§ 


ALLENWOOD, PENNSYLVANIA. 


R. K. CHILDERHOSE, MD. WILLIAM DEVITT, MD. 


CALIFORNIA SANATORIOM @ 
BELMONT q 
California 


Located in the well-known sunny belt of the Peninsula, about thirty 
miles south of San Franciseo. Large park, semi-tropical 
grounds, walks especially laid out for 

graduated exercises. 


Not too hot in summer, not too cold in winter. 


Two physicians on duty day and night. 


Graduate nurses. 
DR. HARRY C. WARREN | 
Medical Director 
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Editorial Comment 


Tuberculosis JouN H. has 
Control recently stated that the 

control of Tuberculosis 
“has provided the most formidable public 
health problem during all the ages.” I 
am sure we all agree with Dr. Peck. In 
order to ultimately control Tuberculosis, 
two essential principles must form the 
basis of the whole problem. One: the pre- 
vention of the disease, and two: the treat- 
ment of those already infected. 

The prevention of the spread of Tuber- 
culosis can be had only by discovering 
all open cases and by isolation, treatment, 
and education, render them safe to their 
fellows. No case should be allowed to re- 
turn to his home and community unless 
his sputum is bacilli free or in the opinion 
of his physician, he is thoroughly im- 
pressed with the danger of his infecting 
others and is a concientious type. Tuber- 
culosis should be a reportable disease with 
laws provided for its control. In some 
States there is an attempt to control the 
disease by the education and hospitaliza- 
tion of the early case, and the complete 
heglect of the open case, especially if the 
case be somewhat advanced. The error in 
the method should be corrected. 

The second objective in the control 
problem is early diagnosis and early treat- 
ment. This early treatment should be 
carrie] out in Sanatoria, where the pa- 
tient will receive adequate care, with rest 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.’’ 


Lawrason Brown, M. D. 


and proper food. The sanatorium beds 
should be provided by the state in the 
case of indigents and by the utilization 
of beds in private sanatoria when avyail- 
able. The open case should be given pre- 
ference over the early closed case in every 
instance. The early closed case can be 
treated at home, if no beds are available, 
much more to the advantage of the public 
health than can the open case. 

When finally Tuberculosis control has 
arrived, it will have arrived only by the 
diagnosis of all early cases, finding of all 
open cases, isolation of all open cases and 
proper and adequate hospital care provid- 
ed for all types of cases ; and the education 
of all concerned, the medical man as well 
as the lay public. Cc. M. H. 
Anatomy ONE OF THE BEST means of 
quickly securing the knowl- 
edge of Human Anatomy, is through the 
visualization of the human body as re- 
vealed in the Camp Transparent Woman. 
The figure is constructed entirely of trans- 
parent material, making every organ 
clearly visable. It will soon make a tour 
of some hundred cities accompanied by a 
physician lecturer who will introduce the 
exhibit to scientists, the profession, and 
public health officials, and to the general 
public in a series of lectures. Admission 
free. Watch for it. Cc. M. H. 
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Therapeutic Chaos In 
Bronchial Asthma 


Treatment. 

Now, what may be consid- 
ered as rational therapy in 
bronchial asthma? 

First of all, it should be remembered 
that practically every asthmatic patient 
starts his career as an allergic individual. 
If not checked in time, he will develop a 
secondary infection with either a sinus- 
itis, rhinitis, polyposis, post-nasal drip 
resulting in bronchitis, bronchiectasis, 
emphysema and a possible atelectasis, or 
a combination of several of these. There- 
fore, all chronic asthmatics, no matter 
of how long standing, or how complicated 
a pathologic should have the 
benefit of at least one complete and 
thorough allergic check-up. Even though 
it is true that a majority of such cases 
are beyond the benefit of allergic therapy, 
still it is always worth while to give every 
patient the benefit of the doubt, because 
if definite allergy can be established, there 
is still hope, if not for a complete cure 
by desensitization, at least, for a marked 
improvement. The technique of allergic 
therapy will be left out of this discourse 
because it forms a subject by itself. I 
will here limit myself to non-allergic 
therapy only. 

The therapy of the asthmatic symptom 
complex combines allergic, preventative, 
aietetic, eliminative, medicinal, and cli- 
matic measures, as well as hydro-therapy, 
hyperpyrexia, and fre- 
quently a combination of several of these 
is required. 


process, 


surgery. 


Preventive. 

Remember, preventive therapy is the 
simplest, the easiest to carry out, the least 
complicated, the least expensive, and the 
one that gives the best results. Every 
asthmatic knows, or should know, what 
environmental influences and what food 
to avoid. Especially, should he avoid 
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sudden changes in tempera. 
ture, sudden chilling of the 
body, overeating, especially 
late at night, and food that 
it hard to digest. An over-loaded stomach 
is frequently the cause of an attack, there 
fore a patient should never permit him- 
self to become constipated. Last, but not 
least, he should avoid cold, iced drinks, 
especially after an over-exertion when the 
body is hot and moist. 
Dietetic. 

Whether desensitized or not to known 
offending foods, every asthmatic knows, 
or should know, the foods that he is most 
sensitive to. In general, it may be said 
that all fried foods, especially duck and 
turkey, heavy gravies, cold milk, wheat, 
and eggs should be used sparingly. Too 
much of one kind of food and too large 
quantities at one time should be avoided. 
At this point, it is worth while to remem- 
ber that antigenic foods (3), that is foods 
a patient is sensitive to, have a tendency 
to lower the normal gastric acidity or 
even to cause an achylia. On the other 
hand, compatible foods, that is foods not 
causing any allergic reaction, have a 
tendency to increase the secretion of free 
hydrochloric acid, thereby improving the 
general well-being of the patient. This 
phenomenon is probably responsible for 
the prevailing idea that acid foods, or 
a state of acidity is beneficial in bronchial 
asthma. An asthmatic should eat four 
small meals a day, leave the table slightly 
hungry, and have his last meal at not later 
than six o’clock in the evening. It is also 
suggested that the patient have several 
glasses of hot water during the day and 
before retiring. A warm saline colonit 
flushing before bed time or a mild la¥ 
ative will frequently prevent a nocturnal 
attack. 


Climatic. 
Climate in bronchial asthma is one of 
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those dubious therapeutic measures that 
we doctors are frequently called upon to 
decide for our patients; and because we 
know so little about it, we just as fre- 
quently give the wrong advice. To send 
a patient to Arizona, Florida, New Mexi- 
co, or California, without having a pre- 
vious thorough allergic check-up, is noth- 
ing short of criminal. You might as well 
send the patient to Alaska or, for that 
matter, to the moon, since you would 
have an even bet in either case. 

In general, it may be said that if one 
is dealing with a case of pollen allergy, 
the patient should be sent away from the 
offending pollen environment and it really 
does not matter where to, as long as he 
is away from that environment. All catar- 
rhal patients with profuse expectoration 
and constant irritating cough, especially 
those that also have a renal disturbance, 
do best in desert climate. Any desert, any 
time. Patients with a tightness and con- 
striction in the chest, scanty expectora- 
tion, and difficulty in raising sputum, do 
best at the ocean, especially if there is 
also some cardiac complication. What 
such patients need most is moist air and 
enough oxygen. These most necessary 
ingredients can easily be had on an ocean 
front at sea-level. 


Hydrotherapy. 


Hydrotherapy has so often been mis- 
used and abused by ignoramuses, cultists, 
charlatans, and quacks that one actually 
hesitates to mention it as a therapeutic 
measure. Still, hydro-therapy has an 
honored place in the armamentorium of 
every physician and is of benefit in many 
ailments, including neglected cases of 
chronic bronchial asthma. Water, first 
of all, cleanses the body internally and 
externally; and as some sage once said, 
also eternally. It facilitates elimination 
from all orifices of the body, including 
the pores, prevents sedimentation of ex- 
cretable material in body cavities, di- 
lutes excretable substances, prevents de- 
hydration of the body, and, most import- 
ant of all, maintains the proper physio- 
logie fluid balance of all body fluids, 
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thereby influencing the normal acid base 
balance. Death, in its ultimate, is really 
nothing else but pH balance running wild. 

Now, what is the rationale of hydro- 
therapy in bronchial asthma? The con- 
gestive engorgement of the mucous mem- 
branes of the upper and lower respira- 
tory passages and surfaces in bronchial 
asthma clogs up the very fine exuding 
orifices of the sero-mucus glands, there- 
by aggrevating an already existing con- 
gestive process. By applying steaming 
hot blankets to such a patient’s chest, 
we relieve the internal engorgement ; and, 
by making such a patient drink several 
glasses of hot water, preferably with 
lemon juice, we dilute and “cut” the clog- 
ging mucus, thereby facilitating expec- 
toration. If we add to this a high saline 
colonic flushing to eliminate stasis in 
the elementary tract, we are bound to 
get some results. I have still to see a pa- 
tient who does not get some relief from 
this simple process. The limited space 
here does not permit a more elaborate 
and more scientific presentation of the 
subject of hydrotherapy. 

Hyperpyrewxia. 

Hyperpyrexia, as a therapeutic measure 
in chronic diseases, especially in lues, the 
various arthritices, and G.C., has been 
ably discussed pro and con elsewhere by 
many capable authors. Therefore, I will 
limit myself here only to its applicability 
in bronchial asthma. The rationale of 
this form of therapy is generally based 
on the known bacteriocidal effect of heat. 
Now, if such ailments as lues, chronic 
arthritis, and G.C., known for their re- 
sistance to the numerous forms of chemo- 
therapy and serology because of their 
predilection of the deeper and more re- 
sistant tissues, do at times yield to hyper- 
pyrexia, why not apply this same ration- 
ale to bacteria invading the superficial 
tissues, to bacteria known for their low 
grade infection, and to bacteria inhabit- 
ing the upper and the lower respiratory 
tract surfaces. Basing this theory on the 
above principle, I have applied hyper- 
pyrexia as a therapeutic measure in 
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several cases of bronchial asthma with 
beneficial results. In one case, the result 
was so striking, and the improvement so 
marked, that I believe it worthwhile re- 
porting here. Patient was fifty years of 
age, was allergic since infancy, had 
eczema when a child and in later years. 
Gave the usual history of paroxysms 
brought on by chilling, overeating, cli- 
matie influences, coming in contact with 
animals, ete. In other words, was allergic 
to foods, pollens, and epidermals. Had a 
limited test for allergy, which in non- 
experienced hands is worse than none. 

Patient states that during the last two 
years he suffered severe, almost constant, 
attacks of dyspnoea, requiring almost 
constant use of asthma cigarettes and 
epinephine. Lost his appetite as well as 
twenty-pounds in weight in four months. 
He states that his bronchi are obstructed 
by thick mucus. He had a constant non- 
productive cough. On August 16, 1934, 


he was given the first vitalizer hyper- 
pyrexia treatment at the physiotherapy 
department of the Cedars of Lebanon 
Hospital. His temperature raised to 102.2, 
which was mantained for eight hours. 


No untoward effect during treatment 
was observed. General condition was good. 
That night was the first time in weeks 
that the patient did not require adren- 
alin to relieve an attack. Patient left 
hospital the following morning with a 
temperature of 99.2, pulse 102, respira- 
tion 20, and general condition good. 
our months later another treatment 
Was given when a maximum temperature 
of 103.6 was reached. A third and last 
treatment was given two weeks later, 
December 28, 1934, when practically a 
similar temperature was reached. At this 
writing, sixteen months later, without 
change of environment, patient gained 
back his twenty pounds, has a good 
appetite, attends regularly to his busi- 
ness, is not using any drugs or asthma 
cigarettes, and states that he never felt 
so good in all his life. Of course, it is 
to be understood that before one under- 
takes such rather drastic therapeutic 
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measures, one is to make sure that he jg 
not dealing with cardiac, renal, or pul 
monary pathology. It is my impression, 
that if one is dealing with a case of neg. 
lected allergy complicated with a low 
grade secondary infection, typical of 
chronic bronchial asthma, one is safe ip 
using hyperpyrexia and one may expect 
beneficial results similar to those ob. 
tained in the case reported. Hench (4), of 
the Mayo clinic, describes a large num. 
ber of diseases treated with hyperpyrexia, 
He states that out of twenty five asthma- 
tic patients so treated notable remis. 
sions were noted in from one to seven 
months in seventy five percent of the 
cases, while further treatment induced 
subsequent remissions. This apparently 
is a worth while measure in intractable 
chronic cases, but should be carried out 
under proper supervision in a well reg. 
ulated hospital. 


Medicinal Therapy. 


The proper medicinal approach to this 
symptom complex depends entirely upon 
the understanding of the physiologic fact 
that allergy is a metabolic revolt, an at 
tempt of the body machine to throw off 
the yoke of undigestible, unassimilable, 
and unmetabolizable substances floating 
in the blood stream. These substances 
comprise practically everything the hu 
man body comes in contact with and may 
be either inhaled, ingested, or absorbed 
through the body pores. The body at 
tempts to throw off these foreign subs 
tances through the same channels, that 
is, through the mucous membranes of 
the digestive and respiratory tracts, a 
well as through the skin; hence our ab 
dominal allergy, our asthmas, eczemas, 
and urticarias. Therefore, any method 
that will prevent absorbtion of these sub 
stances and anything that will increas 
their elimination is desirable. Experientt 
has proven, time and again, the beneficial 
results of an occasional fast day in all 
allergic states. The rationale of such @ 
day is explained by the alleviation of the 
burden on the digestive organs, by im 
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proved elimination, as well as by the 
creation of more or less of an acid state, 
which some observers claim to be bene- 
ficial in bronchial asthma. Whether this 
explanation is scientifically correct or 
not, does not matter, but what does matter 
is the improvement so frequently noticed 
after a fast day and the aggravation of 
symptoms after a feast day. The metaphor 
that one man’s meat is another man’s 
poison, is literally true in bronchial 
asthma and the average asthmatic has 
learned through sad experience the need 
of separating his meat from his poison. 
While the allergists are searching the 
earth for a specific in each individual 
case, in the mean time, it is the duty of 
the physician to give the sufferer, if not 
a complete cure, at least temporary relief 
and not through sedation, but through 
elimination. Just to relieve an asthmatic 
paroxysm should be considered in the 
light of an emergency measure similar 
to the relief given in acute cholecystitis 
or renal colic. But just as the constant 
application of sedation to renal or 
cholecystic pain is criminal malpractice, 
so should the continuous relief obtained 
by the use of dangerous drugs in asthma 
he considered. Remember, the constant 
application of relief measures only, lulls 
a suffering asthmatic into a false state of 
security which frequently ends in tragedy. 
Sedatives, especially opiates, should never 
he used during an asthmatic paroxysm, 
as there is always a danger of pulmonary 
congestion, if the bronchial secretions are 
suddenly checked. For quick relief of 
asthmatic paroxysms a 1/100 epinephrine 
inhalation volatilized in an all glass 
nebulizer is certainly a great improve- 
ment over the 1/1000, one C.C. hypoder- 
mic use. It is simpler, easier, better con- 
trolled, and more economical. Chlorbu- 
fanal in a five percent solution of vola- 
tile oil, as a volatilized inhalant frequent- 
ly gives excellent results. For slow relief, 
especially for nocturnal paroxysms, I 
find the stock capsules of ephedrine 3/8 
gr. with amytal 3/4 gr. most excellent. 
The slow vasoconstrictive action of ephe- 
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drine with the mild sedative effect of 
amytal gives the patient both ariation 
and sedation. During the stage of quies- 
cense, it is a good policy to give to every 
asthmatic the old and reliable alterative, 
potassium iodide. A mistake is frequent- 
ly made when this splendid drug is given 
during a paroxysm and immediate results 
are expected. The benefit of the iodides 
is more in their eliminative than in their 
curative action. The same may be said 
about ammonium chloride. It is most use- 
ful as an expectorant. It keeps the sero- 
mucous gland orifices open, diluting the 
exuding mucous on the mucous surface 
of the larynx, trachea, and bronchi and 
thereby preventing congestion and fur- 
ther irritation or complete closure of the 
bronchioles. It gives the best results when 
administered in small doses over a long 
period of time. Such a regime will fre- 
quently prevent an attack. The drugs 
briefly mentioned here are to be used, 
one at a time, or in combination, this 
depending entirely upon the individual 
reaction of each and every case as well as 
upon the skill and good judgment of the 
individual physician. 


Surgery. 


Speaking of the advisability of surgery 
in the upper respiratory tract, one un- 
wittingly finds himself in the position 
of Shakespear’s “Melancholic Dane”, and 
asks himself the question, ‘To operate or 
not to operate?” To take a definite stand 
about surgery of the upper respiratory 
tract in connection with allergy, is to 
frequently find oneself stepping on very 
thin ice. The debated question in such 
cases is: “Does allergy precede or follow 
surgery?” The surgeon will say the first 
is true, while the allergist is frequently 
of the opposite opinion. To deal intel- 
ligently with this controversial issue and 
in order to give correct judgment, we 
have to refresh our memories about the 
physiology of the upper respiratory pas- 
sages, to understand the nasal flora, the 
role of nasal mucus and the action of the 

(Continued to page 28) 
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Diagnosis of Cancer 


Of the Lung“ 


THIS PRESENTATION consists 
of a brief review of twelve sel- 


Kleven of these 
cases are proved cancer of the 


ected cases. 


lung, eight of them being primary, three 

metastatic. One case of suppurative lung 

disease is presented for its possible value 

in differential diagnosis. One case of can- 

cer of the lung was successfully operated, 
CASE 1 


A. R., a contractor and driller, aged 57, was 
first seen by me on March 7, 1929, and died on 
March 28, 1929. The duration of his illness was 
five months. 


Previous History: Influenza in 1918 was fol- 
lowed by chronic bronchitis. This was worse 
during the winter months. The bronchitis was 
not sufficiently severe, however, to interfere 
with his work and general activities. 

Present Illness: In October, 1928, he had an 
attack which was diagnosed as influenza. He 
was rather ill for several days; following this, 
cough was increased. Patient began to lose 
weight and strength; cough gradually grew 


Fig. 1. A. R., Case No. 1, taken March 7, 1929. 


*Presented before the Sixty-fifth Annual Session of 
the Colorado State Medical Society at Estes Park, 
September 5, 1935. 

“Reprinted from Colorado Medicine, August, 1936, 


copyrighted, 1936 by the Colorado State Medical 
Society.” 
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Colorado Springs, Colorado 


OCTOBER 


worse; there had been a loss of 


BY twenty pounds in weight. For 
CHARLES O. GIESE, M.D. 


the past week there had been a 
distinctly foul odor to the spu- 
tum, which had also become 


bloody. No marked hemorrhage, ' 


Vomiting had been present during the past 
week. Sputum varied in amount and occasion- 
ally large quantities were expectorated with no 
relief of the general symptoms. 

Examination : Evidently a very ill individual; 
temperature, 101°; pulse, 120. Examination of 
the chest shows, on the right side, well-defined 
dullness, evidently outside from root to base, 
both anteriorly and posteriorly with marked 
diminution of breath sounds. There were moist 
rales heard over this area, not increased by 
cough. Trachea, slightly to the right. Abdomen 
presents some diffuse tenderness; no masses 
palpable. Patient was sent to the hospital and 
seen in consultation with the late Dr. I. D, 
Bronfin of Denver. The diagnosis rested be- 
tween lung abscess and malignancy. On March 
11, 1929, artificial pneumothorax was institut- 
ed on the right for diagnostic and possibly 
therapeutic value. Two treatments of 300 cc. 
and 500 c.c. were given with fair compression of 
the right chest, but no displacement or com- 
pression of the mass seen at the right hilus. 
Following the second treatment the patient be- 
came dyspneic and there was evidence of dis- 
placement of the mediastinum to the left. 
Closing pressure at the time of the last treat- 
ment was plus 5. To relieve the dyspnea it was 
decided to withdraw air and plus 8 was record- 
ed on inserting the needle. Six hundred c.c. of 
air withdrawn gave neutral pressure. A further 
puncture secured foul smelling pus. 

Diagnosis: Malignancy of the right lower 
lobe with spontaneous rupture into the right 
pleura with resulting empyema. No metastases 
could be made out, but patient’s rapid decline 
suggested metastases. 

Autopsy: Large tumor mass at the right root 
with ulceration and perforation in right plueral 
cavity. Many metastases in liver and kidneys. 

Microscopic Diagnosis, made by Dr. C. T. 
Ryder of Colorado Springs: Bronchogenic car- 
cinoma of the right lower lobe, with metastases 
in liver and kidneys. 

In the differential diagnosis between malig- 
nancy and lung abscess, it is important to re- 
member that in lung abscess the expectoration 
of large amounts of foul smelling sputum is 
followed by marked temporary improvement. 
In malignancy no improvement is noted. 


CASE 2 


F. S., a cleaner and dyer, a male, aged 57, 
was seen in consultation with Dr. R. H. Kamp- 
meier, formerly of Pueblo. He was first seen 
June 20, 1931, and died on July 10, 1931. The 
duration of illness, nineteen months. 


Previous History: Negative. 


Present Illness: Onset, eighteen months 
prior to being seen. First complaint, weakness 
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and cough. Twelve months after onset, expec- 
toration was present. Dyspnea and loss of 
weight, fifteen pounds. Cough, spasmodic in 
character. Expectoration, scanty, one frank 
hemorrhage of half an ounce. In May, 1931, a 
diagnosis of aspergillus infection had been 
made from the sputum. Patient had failed to 
improve on large doses of potassium iodide. 
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s Fig. 2. F. S., Case No. 2, taken June 29, 1931. 
as 
d- Examination: Emaciated individual, marked 
of lagging of left chest and extension of the 
er normal mediastinal dullness to the left, most 
prominent at the second space anteriorly. Over 
er this area were heard sibilant rales, increased 
ht during inspiration. No increase in rales after 
eS cough. 
ne Diagnosis: Cancer of the left bronchus. 
Autopsy: Small carcinoma extending upward 
ot and outward from the left root, encircling the 
‘al upper lobe bronchus. Some breaking down of 
ys. this tumor and a small cavity filled with pus. 
T. Culture from this pus showed aspergillus. No 
“i. metastases were noted. 
. Microscopic Diagnosis: Cancer of the left up- 
g- per lobe. 
e- Points of Interest: Small size of tumor; as- 
on pergillus recovered from the sputum, death 
is from pulmonary hemorrhage. 
it. CASE 3 
W.S. B., male, printer, aged 61, was first seen 
on August 9, 1933. He died on December 30, 
7, 1933. The duration of illness, two years. 
p- Previous History: Influenza in January, 1931, 
~ with complete recovery. 
e 


Present Illness: In January, 1932, he had a 
diagnosis of influenza, more severe than his 
Previous attack, without recovery or improve- 
ment. Chief complaints, dyspnea, loss of ap- 
petite and strength, cough, profuse sputum, 
marked loss of weight, and pain in the chest. 
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Examination ; Marked dullness over left root 
posteriorly. Many moist rales. Rales also heard 
at right base. In September, 1933, enlargement 
of the axillary glands on both sides was noted. 
Sputum became blood streaked and later foul 
smelling. 

Autopsy: Carcinoma of the left root with ex- 
tension into the vertebrae on this side with 
breaking down. Small mass at the extremity 
of the right lower main stem bronchus, also 
carcinomatous and cavitated. 

Microscopic Diagnosis, by Dr. C. T. Ryder: 
Carcinoma of the lung and hilum nodes. 
Metastases into dorsal vertebrae and axillary 
nodes. 

CASE 4 


W. D., a printer, male, aged 47, was first seen 
August 26, 1927, and died January 28, 1928. 
Duration of his illness, thirteen months. 

Previous History: Negative. 

Present Illness: Onset, March, 1927, with 
cough, pain, and loss of appetite. These symp- 
toms have continued. 


oe 


Fig. 3. W. D., Case No. 4, taken November 9, 1927. 


Examination: Marked dullness at the right 
root with increase in dullness over the left 
root. On December 24, 1927, 50 c.c. of bloody 
serous fluid was obtained from the right pleura. 
On January 3, 1928, pleura again yielded bloody 
fluid. No relief in symptoms. A few cells char- 
acteristic of carcinoma were seen in centri- 
fuged sediment. 

Autopsy: Primary bronchogenic carcinoma 
of both roots. No microscopic examination 
made. 

In this case there was a question of interlo- 
bar empyema on the left, excluded by the 
presence of a bilateral lesion and examination 
of pleural fluid. 


CASE 5 
J. A. M., a male printer, aged 29, was first 
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seen November 1, 1933. He died January 13, 
1934. Duration of illness, four years. 


Previous History: Diagnosis of ulcer of the 
stomach or duodenum was made in 1928. Pa- 
tient treated medically with improvement. 

Present Illness: Onset, February, 1930, with 
bloody sputum which has continued to the 
present time. Pain in right upper abdomen, 
severe, extends down the legs and is marked in 
the right arm. Cough, moderate in amount. 


Fig. 4. J. A. M., Case No. 5, taken December 22, 1933. 


Examination: Marked dullness over right 
lower chest, well limited. A few bronchial 
rales. G. I. examination revealed definite ulcer 
of the duodenum but no evidence of rupture. 
Exploratory puncture of right lower chest fail- 
ed to secure pus, the needle passing through 
a hard, fibrous area. On account of the marked 
G. I. symptoms on January 15, 1934, an explor- 
atory laporatomy was done and a large ulcer 
found on the first portion of the duodenum 
which was excised. At the time of operation 
it was determined the liver was in normal posi- 
tion and of normal size with no evidence of 
abcess either within or above the liver. 


Diagnosis: Carcinoma of the right lower lobe. 


Autopsy : Carcinoma of the entire right lower 
lobe with involvement of the mediastinal 
glands. No metastases were noted. 


Microscopic Diagnosis: Same. 


Points of Interest: Because of the presence 
of ulcer in the G. I. tract there was the pos- 
sibility of its rupture with resulting subphrenic 
abscess. The irregular, septic type of tem- 
perature together with the dense shadow at 
the right base were confusing. 


CASE 6 


W. E. B., aged 69, male, printer, was first seen 
August 20, 1932. He died January 21, 1933. Du- 
ration of illness, three years and five months. 
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Previous History: Negative. 


Present Illness: Onset, 1929, with substerng} 
pressure, pain and dyspnea. In August, 193] 
he was examined at Ford Hospital in Detroit 
Bronchoscoped; tissue was removed. Diagnosis 
bronchogenic carcinoma. A course of x-ray 
treatment was instituted. 


Examination: Marked dullness at the right 
base with absence of breath sounds. No change 
in condition until January, 1933. At that time 
marked increase in cough and expectoration 
of bloody fluid. Aspirated 125 c.c. of fluid from 
the right pleura without appreciable relief. 

Autopsy: Five hundred c.c. bloody fluid ip 
right pleura. In the right lower main bronchis 
about two inches from the bifurcation was 4 
hard, well defined mass extending posteriorly 
and laterally. The mass surrounded the right 
lower bronchus, producing stenosis but not a 
complete occlusion. 

Microscopic Diagnosis, by Dr. C. T. Ryder: 
Bronchogenic carcinoma of the right lung. 

Points of Interest: Diagnosis by biopsy seven- 
teen months prior to death. No change in 
condition for a considerable period. 


CASE 7 


F. G., male, aged 61, pharmacist. He was first 
seen March 25, 1933, with Dr. C. F. Stough, 
Colorado Springs. Died, April 20, 1933. Duration 


of illness, seven months. Pig 

Previous History: Negative. 

Present Illness : Onset, September, 1932, with . 
pain in the chest and marked dyspnea. As = 
pirated two quarts clear fluid from the right A 
pleura which failed to relieve dyspnea. Follow- § °0 
ing this he was frequently aspirated of § ™# 
amounts from 1000 to 2000 c.c. without more § “a 
than temporary relief. Opiates required for = 


relief of pain. Shortly before death, aspirated 
fluid became bloody. 


Fig. 5. F. G., Case No. 7, taken September 20, 1932, 
before aspiration. 
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Fig. 6. F. G., Case No. 7, taken September 22, 1932, 
after aspiration. 


Examination: Right chest flat apex to base 
with all physical signs of fluid in the pleura. 

Autopsy: Right pleural cavity filled with 
cloudy, bloody fluid. Pleura generally and 
markedly thickened. Visceral, parietal and 
diaphragmatic portions about 2 mm. thick and 
showing a net-work of ridges and nodules of 
the same consistency. Right lung showed car- 
cinomatous involvement with no ulceration. 
Many metastases in the liver. 


Microscopic Diagnosis, by Dr. C. T. Ryder: 
Carcinoma of the right lung, right pleura and 
liver, the picture corresponding very closely 
with pleural endothelioma. 

There is a question whether the origin of this 
tumor was in the pleura or in the lung with 
marked pleural extension. 


CASE 8 


J.S. T., male printer, aged 71, was first seen 
July 18, 1934. He died October 21, 1934. Duration 
of illness, four months. 


Previous History: Negative. 


Present Illness: June 15, 1934, severe pleuritic 
pain in right chest with cough and bloody 
expectoration. Sputum continues to be bloody. 
Constipation marked. No history of vomiting 
or tarry stools. 


Examination: Very ill individual with dull- 
hess at both apices, more marked on the left. 
Sibilant rales heard over entire chest. Abdo- 
men shows marked fullness in upper mid- 
portion with considerable tenderness. Patient 
too ill to be examined fully. 

: Autopsy: Tumor growth about three inches 
in diameter in the left lung. At the head of the 
Pancreas was a definite tumor growth, con- 
sidered primary, and in the spleen a single area 
of metastasis. Liver, filled with small tumors. 


Microscopic Diagnosis: Primary adenocar- 


cinoma of the pancreas, metastases to the 
spleen, liver and left lung. 


Points of Interest: First symptoms were ref- 
erable to metastases and not to primary tumor. 


CASE 9 


J. H. J., male printer, aged 67, was first seen 
January 23, 1928. He died on SeSptember 25, 
1933. Duration of illness, one year. 


Previous History: Negative. 


Present Illness: For some months, muscular 
soreness in arms. Slight incontinence of urine. 


Fig. 8. J. H. T., Case No. 9, taken January 21, 1933. 
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Examination: Chest, negative. Blood pres- 
sure, 200/90. Diagnosis, hypertension; chronic 
prostatitis. In September, 1932, he had marked 
shortness of breath. Blood pressure, 110 systolic. 
Chest examination, negative; abdomen, large 
movable mass in right upper abdomen. Diag- 
nosis, malignancy of the right kidney with 
metastases to the lungs. 

Points of Interest: At no time cough or ex- 
pectoration, dyspnea being the most prominent 
symptom. 

CASE 10 

L. Mc., a male printer, aged 52, was first seen 
December 23, 1929. He died on May 4, 1930. 
Duration of illness, eleven months. 


| 


Fig. 9. L. Mc., Case No. 10, taken December 27, 1929. 


Previous History: Negative. 

Present Illness : In June, 1929, hoarseness and 
swelling of right side of neck and loss of weight 
and appetite. 

Examination: Marked enlargement of cervi- 
cal glands on the right. Chest showed scattered 
areas of dullness, but no rales. 

Diagnosis: Malignancy of the right side of 
the neck with metastases to the lungs. 

Autopsy: Malignancy of the right side of 
neck with metastases to the lungs, liver, spleen, 
kidneys, abdominal glands and mesentery. 

No microscopic examination. 


Points of Interest: No expectoration. Exten- 
sive metastases. 
CASE 11 


C. E. H., a male printer, aged 43, was first 
seen September 9, 1933. He died October 28, 
1934. Duration of illness, eighteen months. 

Previous History: Negative. 


Present Illness : Onset, April, 1933, with swell- 
ing in the jaw from abscessed tooth. Following 
this sudden pleuratic pain in the right side. 
Sputum streaked with blood, fever, severe 
cough, expectoration, mucopurulent in charac- 
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Fig. 10. C. E. H., Case No. 11, taken September 11, 1933, 


Fig. 11. C. E. H., Case No. 11, taken October 22, 1934 
ter with distinctly foul odor. Loss of weight 
from 125 to 97 pounds. 


Examination: Slight dullness in right upper 
chest with moist rales suggesive but not path- 
ognomonic of pulmonary tuberculosis. Patient 
had remissions with normal temperature and 
improvement in general condition. April 3 
1934, artificial pneumothorax was instituted 
Some improvement with decline in tempera 
ture and decrease in the amount of sputum 
Marked exacerbations with high temperature 
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and profuse sputum. In October, 1934, severe 
in right chest, cyanosis, temperature, 
103°. Air and purulent fluid were aspirated 
from the right pleural cavity without relief and 


permanent drainage instituted by trochar. 


Diagnosis: Malignancy of the right upper 
lobe with rupture into the right pleura. 


Autopsy and Microscopic Diagnosis, by Dr. 
Cc. T. Ryder: Lung abscess, chronic pneumonia, 
empyema. No evidence of malignancy. 


Points of Interest: The marked increase of 
the apparently consolidated area with sharp 
outlines as seen in the x-ray plate and the 
failure of compression by artificial pneumo- 
thorax led to the erroneous diagnosis of cancer 
of the lung. The marked remissions and exa- 
cerbations, if carefully considered, should have 
led to a diagnosis of suppurative disease rather 
than malignancy. 


CASE 12 


W. C., an oil operator, aged 54, was first seen 
on January 10, 1935. The duration of his illness 
at that time was five months. 


aft 


Fig. 12. W. C., Case No. 12, taken February 25, 1935. 


Previous History: Appendectomy, 1912. Sup- 
purating cervical glands, in 1912, proved to be 
non-tuberculous. Gastric ulcer in 1919, perma- 
nently relieved by diet; tonsillectomy, 1933. 


Present Illness : In August, 1934, noticed occa- 
Sional blood streak in sputum with cough. 
Cough increased by exercise and more parti- 


cularly by bending forward. No frank hemor- 
rhage. 


Examination: Sibilant and a few moist rales 
at the extreme right base. Slight dullness. Aus- 
culatory signs increased by voluntarily pro- 
ducing cough. Bronchoscopy not satisfactory. 

0 tissue removed. X-ray findings grew more 
pronounced. 
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Diagnosis: Carcinoma of the right lower lobe. 
Lobectomy, by Dr. R. D. Churchill of Boston. 
was followed by apparent recovery. 


Conclusions 


Progress of cancer of the lung may be 
slow, but definite periods of improvement 
are usually lacking. Lung abscess and 
other suppurative conditions improve 
after periods of profuse expectoration. 
Physical examination shows some differ- 
ences from findings usually seen in pul- 
monary tuberculosis which comprises the 
major portion of pathologie chests. Spu- 
tum examination is valuable in excluding 
tuberculosis and other infeetions. X-ray 
is of greatest value in diagnosis, partic- 
ularly if oblique and serial plates are 
available. Bronchoscopy is helpful) in 
small percentage of endobronchial 
growths. Exploratory puncture with re- 
covery of pleural fluid or broken down 
tumor, valuable. Negative puncture is also 
valuable if evaluation of the density of 
the tissue penetrated is carefully con- 
sidered, 

Pleural effusion contraindicates surei- 
cal removal. 


ABSTRACT OF DISCUSSION 


C. T. Burnett, M.D. (Denver) : It is interest- 
ing that Dr. Giese should encounter eight cases 
of primary cancer of the lung during an 
ordinary period of a man’s active work. Dr. 
Bronfin reported, in this Society two years ago, 
nine cases that he had encountered in the 
National Jewish Hospital during his lifetime. 

Dr. Giese hasn’t said anything about the in- 
creased incidence of primary cancer of the 
lung. Only a short time ago it was thought to 
be an exceedingly rare condition. Lord, in his 
book printed in 1925, found eight cases from 
the Massachusetts General Hospital in 4,704 
autopsies. He had had eight cases in his private 
practice. In other words, a man with a very 
extensive practice in New England, very large- 
ly limited to pulmonary diseases, had en- 
countered only sixteen cases. Goltz, from the 
University of Minnesota, found that there were 
no cases reported prior to 1912. He notes a ten- 
fold increase since 1920. 

Suffice it to say that for some reason cancer 
of the lung is a much more important clinical 
condition than it was a few years ago. No doubt 
the x-ray has helped us, because most of these 
cases are first diagnosed on the basis of x-ray 
without biopsy proof. 

There may be some other factors. There has 
been a good deal of discussion as to why, aside 
from our diagnostic improvements, we may be 
encountering more primary carcinoma of the 
lung. Influenza, with the epidemic of 1918 and 


(Continued to page 30) 
15 


A 
4 
| 
P 
—- 
— 
. 
4/ 
ath- 
ient 
and 
1 3, 
ted. 
era- 
um. 


And Its Dangers 


UNDER this title I propose 
to discuss a group of patients 
who in the past and, indeed 
at the present time, are in 
rather an unfortunate position as far as 
their treatment is concerned. In no other 
condition have greater advances been 
made during recent years than in the 
treatment of the patient who is sick with 
active tuberculosis. Not only has the value 
of prolonged bed rest been finally made 
clear to the general practitioner, but 
likewise the advent of collapse therapy 
has brought light out of the darkness to 
an almost miraculous extent. At the pre- 
sent time, in many sections of the country 
the patient who comes down with a 
hemorrhage or who is running a high 
fever and a rapid pulse and who is in 
other ways actually sick is given good 
treatment in the great majority of cases. 
And at the other end of the list comes 
that group of patients—the lucky ones 
whose disease has been arrested or is at 
least quiescent. For them workshops, 
farm and industrial colonies, placement 
bureaus, vocational training, and rehabili- 
tation schools are hard at work all over 
the country to help get them back on the 
job. God speed them in their efforts. 

sut there remains the group to which I 
would call attention here, who are not 
vetting what I would call a square deal. 
“When the devil wus sick, the devil a 
monk would be. .”’ applies very well 
to this whole subject. When the average 
man or woman suddenly has a large 
hemorrhage, or is finally persuaded by 
his doctor, or by looking at his own x-ray, 
or in some other way that he is really 
sick, he is pretty well scared and usually 
is only too willing to go to any lengths to 
take proper treatment. He goes to bed 
in a sanatorium or not where he‘is under 
constant and close supervision by his 
physician. Years when I was in 
charge of the Clinic for Non-Pulmonary 
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Convalescence From Tuberculosis 


JOHN B. HAWES, 2nd, M.D. 
Boston, Mass. 


OCTOBER 


Tuberculosis at the Massa. 

chusetts General Hospital, | 
» gave tuberculin to hundreds 

of patients with tuberculous 
glands, kidneys, eyes, and other non-pul- 
monary lesions. These patients came once 
or twice a week to the clinic where they 
sat down and had a personal talk with 
me or with my assistant and went over 
with us all the details of the past week 
which each one kept jotted down in a re 
cord book. In looking back over this ex- 
perience I have rather come to the conelu- 
sion that most of these individuals would 
have done just about as well if I had given 
them injections of sterile water instead 
of tuberculin and that what really brought 
about the improvement which took place 
in the vast majority of the cases was the 
fact that they saw, at frequent intervals, 
their physician, who went into every de 
tail of their lives at home and were thus 
constantly under his watchful eye. Today, 
although no one more than I appreciates 
the wonderful thing which pneumothorax 
has done in the treatment of tuberculosis, 
Lam not at all sure but what a large part 
of the benefits which accrue to the patient 
who has his lung collapsed is due to the 
fact that he must see, at frequent inter: 
vals, his physician, for refills, who there 
by knows intimately exactly what sort of 
a life he is living and advises him in re 
gard to the various problems in it which 
are bound to arise. Those patients who are 
taking pneumothorax treatment at home 
after they leave the sanatorium or hos 
pital are indeed the lucky ones, but, ur 
fortunately, at present at least, they con- 
stitute only a small proportion of this 
group. 

The late Dr. John Bryant did a very 
real service here in Boston by calling at 
tention to that neglected period of conva 
lescence following surgical operations. 
The surgeon performs a_ brilliant oper 
ation and the patient with his help, but 
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more often that of his assistant, and of 
still greater importance, that of his nurse, 
recovers splendidly and after paying the 
hospital bill (and sometimes the sur- 
geon’s) goes home. Here, despite the 
loving care of friend wife, the bottom 
too often drops out of everything. In 
some cases the family physician does 
not know he has returned home and in 
others the patient does not feel that he 
is or should be sick enough to need his 
care any more. Thus many decisions are 
left to be settled, and too often wrongly, 
by the patient himself, who should be the 
last one in the world to do this. Thanks 
to Dr. Bryant the situation, | believe, in 
this regard is much better than it was. 

But in tuberculosis this convalescence 
lasts for many months instead of for a 
few days or weeks. While I believe most 
firmly that every patient with tubercu- 
losis should spend part of his time at 
least in a sanatorium, the fact remains 
that altogether too many doctors—gen- 
eral practitioners and specialists—feel 
that their duty is done and well done 
y have filled out and filed an 
application blank for their patient’s 
admission to a state or county institu- 
tion and have finally heard that he has 
been admitted. On the other hand, it is 
undoubtedly true, particularly at resorts 
for private patients who are paying 
their own way, that the sanatorium men 
in turn are chiefly interested in the 
patient’s immediate welfare and not in 
how he will be the year or many years 
hence. [ would maintain, believing as I 
(lo, most sincerely in sanatorium treat- 
ment, that the most important part of 
the patient’s treatment comes before he 
is admitted, which means early diagnosis, 
and after he has left the sanatorium, 
Which means prolonged and detailed 
supervision. Miss Bernice W. Billings, 
for lany years secretary of the Boston 
Tuberculosis Association, of which I for 
aus any years have been President, once 
asked me how long after a child’s dis- 
charge from our Prendergast Preven- 
torinin should that child be visited at 
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home by our after-care worker. My im- 
mediate and prompt reply was: “Until 
the child dies of old age or from some 
other cause.” 

At the present time the poorer the pa- 
tient the better the treatment he is apt 
to receive as far as close medical super- 
vision during this convalescent period 
is concerned, It is unfortunate, but true, 
that in too many instances patients who 


have paid perfectly good money for 
their treatment at some sanatorium or 


health resort are neglected during this 
vital period of convalescence. During the 
past 25 or more years I have sent hund- 
reds of patients to resorts all over the 
country and I invariably receive from 
the doctor in charge a letter giving the 
details of the patient’s physical condi- 
tion, while sometimes later on I am 
fortunate enough to receive one or more 
communications of the same kind. But 
when the patient is discharged from the 
sanatorium and returns to me on going 
back to his home (if he does so re- 
turn) I do not feel that he has received 
anything like adequate training as to 
What he should do for the next six 
months or a year in order to hold the 
gain which he has made while taking the 
cure, The majority of patients have not 
had impressed upon their minds the fact 
that the treatment of tuberculosis is a 
long-term investment and that their 
doctor is not so much concerned with 
their immediate future as he is with how 
they are going to be one year, five, or 
ten years hence. 

Some twenty or more years ago when 
I was Secretary of the State Tubercu- 
losis Commission in Massachusetts, I 
devised a system of discharge letters for 
the state sanatoria under the supervision 
of our Board, which system I believe is 
still in existence. On discharge of any 
patient from a state sanatorium a letter 
is automatically sent to the local Board 
of Health and to the patient’s family 
physician going over the facts as_ re- 
gards his lungs and his general condi- 
tion with a few words of advice as to 
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the future. How much good this does I community was such that I could write 
am not sure, but it certainly does no a somewhat peremptory letter to every 
harm. But whether such a letter does no patient of mine whom I knew had re. 
good or much good, I believe, depends turned from the sanatorium, to the effect 
almost entirely upon whether or not the that he or she must report to me at once 
patient is followed up in his home and and should continue so to report at least 
upon the quality of this follow-up work. once a month regularly for 6 months ora 

Private patients who go back to their year and at longer intervals for an indef. 
family doctor get little or none of this. inite period. It takes time, tact, perse. 
The average patient has not been taught 


verance, and, above all, willingness to 
to recognize the value of constant medi- make oneself unpopular to get this across 
cal supervision and can see no reason to many patients. [ remember distinctly 
why he should go to his doctor and pay 
him money for an examination and ad- 
vice about his own condition which he is 
inclined to feel he knows more about than 
any one else. On the other hand, doctors 
are naturally diffident about doing any- 
thing which could be construed as “gun- 
ning for practice”. It has only been of To make this while process of super- 
recent years, for instance, that [ have vision of the discharged sanatorium pa- 
felt that my own position in the medical tient more effective and likewise to im- 


talking with a trained nurse whose work 
consisted in looking after young children 
ata girl’s school who had had a_ positive 
sputum and a long sanatorium experience 
and who could see no conceivable reason 
why she should come and let me examine 
her at least twice a vear! 


RECORDS OF 
JOIN B. ILAWES, 2nd, M.D. 
WEEKLY REPORT 


REPORT OF __ for week ending 


MAIL THIS REPORT EACH WEEK OR AS DIRECTED TO DR. JOHN B. HAWES, 2nd, 
330 DARTMOUTH ST., BOSTON, MASS. 


Temperature and Pulse while at rest at approximately 4 p. m. and 8 p. m. 


P. M. MON. TUE. WED. THU. 
4:00 


Temperature = ia 
8:00 
4:00 
Pulse 8-00 


Amount of coughing and raising 
Sleep 

Number of hours at rest 
Gain or loss in weight, if any 
Bowels 
Appetite and digestion 
Exercise 


Physical-walking, Driving 

Mental-Study, Serious Reading 
General Feeling Recreation 
Strength, Energy 


Questions: 
(FOR ADDITIONAL QUESTIONS OR REMARKS, USE REVERSE SIDE) 
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Hemoptasis—lIts Significance 


And Cause 


HEMOPTASIS is a symtom 
which strikes terror in the 
patient and, to say the least, 
gives the physician a pro- 
found feeling of helplessness. Hemoptasis 
in its true sense is restricted to bleeding 
below the larynx. For purposes of proper 
treatment, it is necessary that the origin 
of the bleeding be determined. 

The correct diagnosis of the cause of 
a hemoptasis is not always an easy one. 
Many practitioners treat it lightly and 
tell the patient that it is from the throat 
and will soon clear up. Many times it 
does clear up, but the patient presents 
himself to the specialist months or years 
later with an advanced disease. The diag- 
nosis should be cleared up as soon as pos- 
sible. It is a serious wrong to the patient 
to treat it lightly. Pulmonary hemorrhage 
varies from a dram to a severe and rapidly 
fatal loss of blood. The blood may come 
up with each cough, but there may be no 
cough and the blood wells up into the 
mouth. 


Etiology 

Pulmonary tuberculosis is generally 
thought to be the most common cause, 
although Vinson found that hemorrhage 
Was most frequent and severe in bronchi- 
ectasis. In the author’s experience, this 
has also been true. 

Frank hemoptasis usually occurs in the 
advanced lesions with cavitation; the 
blood vessels coursing the cavity have 
heen suspended and weakened by the 
excavation around them and are broken 
either by exertion or erosion. Not rarely, 
the hemoptasis occurs as an initial symp- 
tom. Here the tuberculosis usually is an 
incipient lesion and usually cannot be 
detected except by x-ray. 

Lronchiestasis causes profuse hemop- 
tasis and is not an easy diagnosis to 
clear up, because of the lack of roentgen 
evidence of disease. The physical signs, 
When present, are usually at the base. 


BY 
WILLARD J. DAVIES, M.D. 
Rockville Center, L. I., N. Y. 
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Bronchiectasis may be 
to such familiar causes as 
post - pneumonic, — pertussis, 
measles, enlarged bronchial 
glands, and often foreign bodies aspirated 
into the respiratory tract. The diagnosis 
can be clarified by the use of contrast 
medium, 

assive congestion due to chronic car- 
diac diseases causes hemoptasis—espec- 
ially mitral diseases and endocarditis; 
the latter usually causing infarcts of the 
lung. The physical examination in these 
cases many times does not exhibit a mark- 
ed cardiac murmur or rales in any part 
of the lung fields, nor is there always ¢ 
history of previous cardiac disease. The 
roentgen evidence also may be confusing, 
because of the engorgement showing in 
the plate which can easily be confused 
with an acute infectious disease. The 
therapeutic test of rest and digitalis will 
clear the diagnosis. 

Many times pneumonia is ushered in 
with a brisk hemorrhage. This is also 
true, but to a lesser extent, in broncho- 
pneumonia, especially the influenzal form. 
Lung abscesses and the particular gan- 
grene of the lung generally cause hemop- 
tasis to a larger or smaller extent. Abscess- 
es located in the apex are easily con- 
fused with tuberculosis and will have to 
be determined by serial sputum examina- 
tions. 

Spirochetosis is a much more frequent 
causative organism than is generally be- 
lieved. The fetid, sweetish smelling spu- 
tum is usually caused by the spirochete 
combined with fusiform, vibro, and 
staphlococci. 

Malignancies of the bronchi and lung 
may also cause hemoptasis, but usually 
not the massive hemoptasis of the other 
diseases above listed. Less frequent causes 
are ulceration of the larynx, trachea, or 
bronchi, excessive granulation tissue in 
the bronchi following acute respiratory 

(Continued to page 24) 
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Rehabilitation of the 
Tuberculous 


ONE OF THE WEAK links in 
our present program for the 
treatment of the tuberculous 
is the after care of the patient. 

The following episode is a common 
occurrance between physician and patient. 
Mr. A. has succeeded in arresting his 
tuberculosis and his physician advises him 
to secure a light, easy job and to work 
for not more than three or four hours a 
day. If Mr. A. is not able to obtain such 
employment, that is where his troubles 
begin. He is certainly not in a condition 
fo accept a full time job or compete with 
a healthy individual in holding that job, 
nor would his prospects of obtaining a 
job be bright, if it were made known to 
his employers that he had just recovered 
from tuberculosis. Here we have Mr. A. 
With an arrested case of tuberculosis. 
What are his prospects of maintaining 
his arrest? 

Those of us who have seen thousands 
of patients leave the sanatoria of this 
country with an arrest of their tuber- 
culosis only to be returned with a re- 
activated condition, disheartened, and 
discouraged, cannot lightly dismiss this 
needless suffering and waste of life. 

The following figures are reprinted 
from “The Teras Chaser,” July 1935: 
“from approximately 125,000 patients 
discharged from S588 sanatoria of the 
United States annually; it is estimated 
that one out of every five patients are 
returned to the sanatorium because of a 
reactivation from tuberculosis.” These 
figures do not include those patients who 
have had a relapse and have not returned 
to the sanatorium for further treatment. 
Allowing the same ratio for these pa- 
tients, the total number of patients who 
suffer a relapse from tuberculosis, would 
be about 50,000 annually. On the basis 
of $58,000,000.00 spent each year on 
sanatorium care in this country, approx- 
imately $25,000,000.00 has been wasted 
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BY 
MURRAY KORNFELD 


El Paso, Texas 


on these 50,000 cases. A small 
portion of this money spent on 
a constructive rehabilitation 
program would have avoided 
this unnecessary financial loss; the bulk 
of which is paid for by the tax-payers 
of this country. The patient who is read- 
mitted to the sanatorium again becomes 
a burden to the tax-payers; and many of 
these patients linger on for years at pub- 
lic expense, when they might have be- 
come useful citizens if given the oppor- 
tunity for gainful employment, under a 
supervised rehabilitation program, 

Sir Pendrill Varrier-Jones  fore-saw 
this plight of the tuberculous patients of 
England nearly a quarter of a century 
ago, and in 1914, he began a rehabilita- 
tion program with one patient. Four 
years later, with twenty-five patients 
gainfully employed; Papworth Hall was 
purchased and the foundation was laid 
for the Papworth Village Settlement, 
which to-day houses over a thousand in- 
habitants. The total investment does not 
exceed much over $1,000,000.00 and from 
a report issued by Dr. Varrier-Jones at 
the end of 1934, it was shown that 
$410,000.00 worth of manufactured pro- 
ducts were sold that year and_ that 
$150,000.00 was paid in wages to ex- 
patients. The total investment for this 
project amounts to about one twenty- 
fifth of the amount of money wasted 
each year in this country on patients who 
suffer a relapse from tuberculosis. An 
interesting feature of the Papworth 
Colony is the plan of supervising the 
entire family; and I believe that they 
have given ample proof that tuberculosis 
is not hereditory; and that children borne 
at the Village of tuberculous parentage 
and reared under medical supervision are 
growing into manhood and womanhood 
without any visible signs of tuberculosis. 

In 1913, a group of philanthropic 
gentlemen organized the Altro Work- 
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shops in New York City for the sheltered 
employment of tuberculous patients who 
were being dismissed from the sanatoria 
in the Metropolitan district. The name 
“Altro”, taken from Altruistic, was well 
applied to this humanitarian project. 
Irom a small beginning, and after under- 
going all of the hardships of the pioneer, 
the Altro Workshops were able to pur- 
chase their own building and equip same 
for the comfort and convenience of the 
workers. To-day, the Altro Workshops 
employ about 130 ex-patients daily on a 
five day working schedule, and the num- 
her of working hours for each person 
is prescribed by the examining physician. 
Hospital garments and uniforms are 
manufactured and the sales average ap- 
proximately $200,000.00) per year. <A 
nurse is constantly on duty and when the 
ex-patients are not working, they are re- 
quired to rest at the plant in steamer 
chairs and cots, which are provided for 
them. A noon-day meal is prepared and 
served at the plant and, on rainy days, 
a complete change of wearing apparell is 
available to the workers, who commute 
to and from the workshop. The entire 
program is operated under the direction 
of Edward Hochhauser. 

Another rehabilitation project, at 
Livingston, New York, operates a print- 
ing plant for the employment of ex- 
patients. This project has been developed 
by Dr. Harry Pattison and is known as 
the Potts Memorial Hospital. The funds 
to establish and maintain this institution 
came from a private bequest and the insti- 
tution is located on the main state high- 
way about twenty miles north of Pough- 
keepsie. The institution houses about 59 
ex-patients who are required to establish 
a residence at the institution. Those 
patients not actively engaged in the print 
shop are given other renumerative em- 
ployment about the grounds and in the 
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institution proper. Patients are, at all 
times, under the supervision of a resident 
physician and, where necessary, pneumo- 
thorax treatment is administered. 

At Boston, Dr. John B. Hawes 2nd, 
the President of the Boston Tuberculosis 
Association has been instrumental in es. 
tablishing a small rehabilitation pro. 
ject which employs between 15 and 20 
men and women. The men have a carpen- 
ter shop where small furniture is built 
and the women operate a sewing room. 
A store maintained in the business 
district of Boston for the sale of the pro- 
ducts manufactured by the ex-patients 
and a travelling representative conducts 
exhibits at women’s clubs and _ hotels 


is 


~ throughout New England. The ex-patients 


commute to and from the workshop which 
is located in an abandoned school build- 
ing in the downtown section of Boston. 
The number of working hours are grad- 
uated and the patients are under medical 
direction. 

More of these projects are needed and 
they should be located in strategic parts 
of the country. In no case, can they operate 
at a profit; in all cases, they must be sub- 
sidized by private or public funds. The 
plan that takes the entire family under 
control is by far the most advisable, al- 
though any plan which affords renume- 
rative graduated employment under medi- 
cal direction is acceptable and should be 
encouraged. We should be careful not to 
confuse occupational therapy or vyoca- 
tional training with rehabilitation. The 
arrested case of tuberculosis presents a 
medical, economic and social problem and 
until this is effectively solved, can we 
truthfully say that we are fully treating 
tuberculosis? 

BIBLIOGRAPHY: 


1. Varrier-Jones, Sir Pendrill; Diseases of the Chest, 
Vol. I, No. 5, July, 1935. 


2. Hochhauser, Edward; Diseases of the Chest, Vol. 1, 
No. 10, December, 1935. 
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VIOLET HILL SANATORIUM 


Owned and operated by Mrs. Florence Barth 
Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 


ASHEVILLE Reasonable Rates NORTH CAROLINA 


ASHEVILLE ELMHURST SANATORIUM 
In the “Land of the Sky” 
NORTH CAROLINA CAROLINA 
Small private sanatorium where individual care is 
given. yraduate nurses in constant attendance. 
The Land of the Sky per week 


Mrs. M. L. Howell, Superintendent 


Fairview Cottage Sanitarium AMBLER HEIGHTS SANITARIUM 
Overlooking city and mountains. Liberal diets, menu A modern sanitarium fully equipped for the 
system. All types of accommodations. Rates: $12.50 treatment of pulmonary tuberculosis 
to $15.00 per week, exclusive of medical care. Descriptive literature upon request 

“Write for illustrated booklet” Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 


For the treatment of tuberculosis and chronic 


ST. JOSEPH SANATORIUM 


diseases of the chest. (Conducted by the Sisters of Mercy) 
Medical Staff: 

Fi stes 
Cc. H. Cocke, M.D. ireproof, steam heat. All rooms have private 


S. L. Crow, M.D. -'W. Huston, M.D. sleeping porches with sidelines or connecting baths. 
Mrs. W. I. Abernethy, R.N., yan eins Graduate nurses in attendance, 
ASHEVILLE NORTH CAROLINA ASHEVILLE NORTH CAROLINA 


HILLCROFT SANATORIUM SUNSET HEIGHTS SANATORIUM 


Biltmore Station, Asheville, N. C. All rooms with porches, many with private or 


. connecting baths. Wonderful view of city and 
For the Treatment of all forms of mountains. Open to all physicians of Asheville. 
Tuberculosis 


Miss Minnie Gibbs, R. N., Superintendent 


Annie L. Rutherford, R.N., Superintendent ASHEVILLE NORTH CAROLINA 


LAUREL BEACH SANATORIUM 


SEATTLE (On the Salt Water Beach) WASHINGTON 
A private sanatorium fully equipped for the modern treatment of Chest Diseases. ...X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 

FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO — NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis 
and Treatment of Tuberculosis 


Rev. H. H. Feiertag Superintendent 
L. W. Freak, _...........Medical Director 
A. R. Masten, M.D. _....Resident Physician 
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diseases, certain blood diseases, and para- 
sitic diseases. Enlarged, ulcerating medi- 
astinal glands may errode through the 
bronchus and give a remarkable hemop- 
tasis. Vicarious menstruation 
rare cause. 


is also a 


The treatment for hemoptasis should 
be absolute The head should be 
raised slightly. An ice bag can be placed 
over the affected side, if known, but 
should be discontinued if it produces an 
irritative cough. The patient can tell the 
physician many times which side is in- 
volved when the physician cannot detect 
it by physical examination. The ice bag 
is of doubtful value, but eases the patient 
in that he sees that something is being 
done. 


rest. 


The use of morphine is a much mooted 
point. Many phthisiologists advise against 
it, but it can be used in a single dose. The 
amount used should be enough to allay 
restlessness, but not enough to abolish 
cough entirely. Death from massive hem- 
orrhage is asphyxiation and slight cough 
will keep it moving and also prevent 
atalectasis distal to a blocked bronchus. 

Amyl nitrite, nitroglycerine, and hem- 
ostaties are of doubtful value. Caleinm 
evluconate has been shown to have value 
in certain cases. 


Tempglass ‘Thermometers 
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The author has seen ovarian residue 
control hemoptasis in both males and fe 
males. It was noted in giving artificial 
pneumothorax that patients who wer 
subject to hemoptasis bleed much more 
freely from the needle punctures a week 
or ten days prior to the menstrual cyele, 
Many times, hemoptasis could be pre 
dicted by this tendency to easy bleeding, 
The medication can be continued in fe 
males until the hormon balance is re 
stored; in males until the tendency to 
bleed is controlled. 


Beeker advocates an intravenous solv. 
tion of one percent Congo Red. 

Artificial pneumothorax is the method 
of choice if the cause is tuberculosis and 
in some cases of abscess or bronchi- 
ectasis. A successful pneumothorax serves 
a double purpose; it will check the hem. 
orrhage and so prevent seeding of the 
disease by aspirated blood in the good 
portion of the lung. It can also be used 
as a temporary measure even if it is inad- 
visable to be used as a permanent one. 
In bilateral tuberculosis, it may be dif- 
ficult to determine which side is produe- 
ing the bleeding, because the ordinary 
methods of examination are not available 
to us. If an x-ray is possible, the side with 
cavitation is the most likely locality. 


SPECIAL FOR SANATORIA USE 
Easy to Shake Back — 


Tempering makes Tempglass Thermometers tough—so tough, in fact, that 
they will outlast two ordinary thermometers. 
costs by using Faichney’s Tempglass Thermometers. 


Manufacturers of Thermometers, Syringes, Needles and Surgical Specialties. 


FAICHNEY INSTRUMENT CORPORATION 
Watertown, N. Y. 


Easy to Read — 


ISUNMOUNT SANATORIU 


FRANK E. MERA, Medical Director 


Known for over a quarter of a century for its comfortable accommodations, 
its views and interesting surroundings and its climatic advantages. 
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GRACE LUTHERAN SANATORIUM 


Owned and Operated by For Treatment of Tuberculosis A high class institution | 
The American Lutheran Church SAN ANTONI O, TEXAS Mates very moderate | 
For patients irrespective of | 

denomination or creed Address: Paul F. Hein, D.D., Supt. | 4°commodations excellent | 


a non-profitmaking Chicago Fresh Air Hospital 


institution for 
HOWARD STREET AT WESTERN AVENUE 


diseases of 
heart and where correct care cures 


lungs Rates from $2.00 Herbert W. Gray, M. D...........Medical Director 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
9 treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
cases demanding this branch of intrathoracic surgery. 


Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
Medical Directors: } 1004 Stevens Building Portland, Oregon 


MODERATE RATES ( 
| 
| 


A modern and thoroughly-equipped institution Medical equipment is complete, with every- 
for the treatment of all forms of tuberculosis. thing used in the present day methods of diagno- 


Beautiful accommodations for patients, includ- sis and treatment. 
ing private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM 


EL PASO, TEXAS 
CHAS. M. HENDRICKS and JAS. W. LAWS, Medical Directors 
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press its importance on the patient’s mind 

in my own practice 1 have recently pre- 
pared a weekly report blank, a facsimile 
of which is given here. The question of 
dollars and cents in many cases prevents 
the patient from seeing his doctor as 
often as he should. By means of these 
blanks sent in to me every week, which, 
so far at least, my patients are invariably 
glad to fill out, I can keep in vastly 
closer touch with them than I could be- 
fore, although most of them see me per- 
sonally only once a month. 

[ feel very strongly that every sana- 
torium should have some person, a nurse, 
social worker, or some one else, whose 
duty it would be to sit down and talk not 
only once, but several times with patients 
who are about to leave the institution 
and to get in touch with their family 
and friends and to impress upon each 
patient his need of constant and _ pro- 
longed supervision. Certainly, if the lit- 
tle village of Saranae Lake, for instance, 
and other similar in the south 
and west had a person to do this among 
private patients, their future would be 
infinitely safer than it is at the present 
time. All this means education, not only 
of the publie and of the general practi- 


resorts 
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tioner, but likewise of the sanatorium 
physician. A well trained dentist sends 
out letters regularly to each of his pa. 
tients stating definitely that he has ap 
appointment to see him on such and such 
a day. He does not wait until tooth decay 
or tooth aches send the patient running 
to him. He is practicing real preventive 
medicine. The general practitioner and 
every one of us who is dealing with 
tuberculosis might well follow the ex. 
ample of our friends in the dental pro- 
fession. No sense of false modesty or 
fear of being accused of “boosting up 
the bank account” should keep the doctor 
from insisting that those patients who 
are going through this dangerous period 
of convalescence of six months or a year 
after taking active treatment must re 
port to him regularly. It is only by such 
prolonged and careful supervision of 
each and every patient going through 
this danger period of convalescence that 
the enormous amount of money spent 
every year on the upkeep and mainten- 
ance of municipal, county, state, and pri- 
vate sanatoria will turn out to be a paying 
investment and that breakdown and re 
lapses now only too frequent will be 
prevented. 


“Reading time of papers in Diseases of the Chest, 5 to 15 minutes.” 
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Fever usually subsides after the second 


the above drugs. 
Supplied quickly from any 


NEW YORK A 
17-23 W. 60th St. 


TLANTA 
218 Rhodes Bldg. 


An increasing number of medical men are routinely using 


Intravenously 
in bronchitis, bronchial pneumonia, and certain other respiratory ills. 


the first. It is therefore a truly economical treatment. 


Neo-Guisodide contains in the 20 cc ampule: sodium iodide 2.07 Gm., guaiacol, 
0.04 Gm., creosote 0.04 Gm., glucose 2.4 Gm. The 10 cc ampules contain one-half 


GEORGE A. BREON & CO., INC. 


_Pharmaceutical Chemists 
KANSAS CITY, MISSOURI 
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or third injection—and sometimes after 
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The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
Write for particulars asthma and other allergic diseases; asthenics and others who require 
rest and supervised medical care . . . . An ideal all-year location. 
THE POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 
SANATORIUM 


AND CLINIC 


Close medical supervision. Rates reasonable. 


F. M. Pottenger, M.D. : Medical Director 
MONROVIA, CALIFORNIA J. E. Pottenger, M.D. Asst. Medical Director and Chief of Laboratory 
Leroy T. Petersen, M.D. Asst. Physician and Roentgenologist 
F. M. Pottenger, Jr., M.D. Asst. Physician 


BARFIELD SANATORIUM 


In the Delightful Sunshine of Tucson, Arizona 


HXCELLENT ACCOMMODATIONS 


KARL BARFIELD SAMUEL H. Watson, M.D. 


Managing Owner 7 Medical Director 


ALBUQUERQUE, 


Presbyterian Sanatorium 


| A well-equipped Sanatorium in the Heart of the 
a Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 


VON ORMY COTTAGE SANATORIUM 


VON ORMY, TEXAS An institution designed for the proper treatment of tuberculosis 
patients at moderate rates. Beautifully located on the Medina River 

PRANK C. COGE... <0. President near San Antonio, Texas. Splendid all year ‘round climate. Our 
own dairy and egg supply. Artificial pneumothorax used where 

R. G. McCORKLE, M.D., Med. Dir. indicated. Hopeless last stage cases not admitted. Weekly rates 


BR. Manager $15.00, $17.50, and $22.50. For booklet please write the manager. 


— ST. LUKE’S In The Desert ARIZONA 
| For the Treatment of Pulmonary Tuberculosis. 


A Sanatorium maintained by the Episcopal Church for men of moderate means 
regardless of Church affiliations. 


| RATES: including Medical Attention, $12.00 per week. 
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cilia, as well as, to what effects their 
activity. In brief, the function of upper 


respiratory passages is to provide ven- 
tilation, to warm, filter, and disinfect 
the air that passes through them, and to 
provide proper drainage for the various 
sinuses and cavities in the skull. The 
main defenses of the para-nasal sinuses, 
nose, trachea, and bronchi is provided 
by the cilia, since the cilia never cease 
their activity to keep the mucous sur- 
faces free from particles of soot or bac- 
teria. Mucus, on the other hand, provides 
a suitable medium for cilia to work, to 
entrap bacteria by its viscosity and bring 
about their destruction. The importance 
of cilia in the bronchi is quite apparent. 
In the neglected allergic state which is 
frequently followed by a secondary in- 
fection with inflamation, the cilia are 
destroyed, the propulsive action is inter- 
fered with, and the only way that bac- 
teria can be removed is by reflex action 
(cough). It is a known fact that allergic 
reactions on mucous membranes paralyze 
ciliary activity and interrupt normal 
mucus secretion, thereby weakening the 
resistance to bacterial invasion. Normatl- 
ly, bacteria are carried down the naso- 
pharynx by cilia entrapped in the mucus 
are are either removed by swallowing 
movement into the stomach, where they 
are destroyed by the gastric juice, or ex- 
pectorated. In some allergic states, where 
bacteria are not so removed, they stag- 
nate in the naso-pharynx, obstruct drain- 
and form what is known as nasal 
eatarrh, which is later followed lo- 
calized focal points of infection. In short, 
the mucus of the normal nose and the 
normal activity of the cilia, are capable 
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of controlling pathogenic bacteria and 
whenever such activity is interfered with 
as in untreated allergic states, patho 
genic bacteria obtain a foothold and the 
final result is a chronie bacterial inya. 
sion of the entire respiratory tract, pro- 
ducing a pansinusitis, bronchial asthma, 
bronchiectasis, and even pulmonary abs. 
cesses. This indicates that, under certain 
conditions, neglected allergy frequently 
becomes a surgical problem. 

While most of us strongly oppose the 
promiscuous slaughter of tonsils and 
wlenoids and are against poorly advised 
turbinectomies and the correction of a 
partially deviated septum, because such 
operations frequently interfere with the 
normal function of the cilia and interrupt 
the normal secretion of mucus, still, when 
one is satisfied that foci of infection do 
exist, causing an obstruction of drainage, 
a surgical clearing of the air passages 
is not only indicated, but becomes im- 
perative. 


Conclusion. 


Opinions here expressed concerning 
the prevailing therapeutic chaos in bron- 


chial asthma, are more in the form of 
suggestions than positive conclusions. 
The various forms of therapy here out- 


lined, singly or in combination, are cer 
tainly not “a sure cure for asthma”; but 
I have still to see a case where by using 
the methods here ontlined, the chronic 
asthmatic has failed to receive either 
temporary or permanent relief. 


3. Gastro-Intestinal Allergy J.AM.A., 


(March 21, 1936). 
4. Mayo Clinic, 10: 662, 1935. 
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DIAGNOSIS OF CANCER OF THE LUNG—(Continued from page 15). 


more recently, is thought by many to be a 
contributing factor. Other infections have been 
discussed. Some men feel that there is no 
relationship at all between tuberculosis and 
primary cancer of the lung. Certain it is that 
tuberculosis and cancer may coexist. 


There are some possible chemical factors. 
One interesting observation is that coincident 
with the building of oiled roads such as we 
have out all through this mountain district 
and through the state and the nation, there 
has been an increase in primary cancer of 
the lung. 


Another interesting observation is the fact 
that, so far, primary cancer of the lung has 
not been encountered in the same degree in the 
Orient, where tarred roads are not in use, as it 
is here. Military gassing may possibly be a 
factor. 

Increased longevity has been advanced as a 
possible reason along with other diseases which 
we are finding occur when people live long 
enough to develop them. Probably improved 
diagnosis is of some importance. 


The diagnosis is still difficult because it is 
made often by bronchiectasis and pleural ef- 
fusion. 


J. A. Sevier, M.D. (Colorado Springs): There 
seems to be definite evidence that carcinoma 
of the lung is on the increase. This is probably 
a relative increase. In the first place, we are 
looking for it more commonly. We are taking 
more chest x-rays as a routine procedure, and 
we are getting more autopsies. 


Hill of Edinburgh, in a recent account, has 
reviewed the subject of carcinoma up to No- 
vember, 1934, and he finds that 8 per cent of 
all the carcinoma at autopsy is carcinoma of 
the lung. That seems a high figure. 


As to the diagnosis, there are several facts 
that are fairly well established. First, we know 
that it occurs most commonly in the fifth and 
sixth decades of life. I think the common age 
is from fifty to fifty-five. It is much more com- 
mon in males than in females—80 per cent 
males. 


There seems to be no predilection at all as to 
which lung it attacks nor is there any predilec- 
tion for any particular lobe of the lung. 


Pleural effusion occurs in 33 per cent of the 
cases and is practically always a bloody effu- 
sion. It is most commonly confused with tuber- 
culosis, lung abscess, Hodgkins’ disease, aortic 
aneurism and pleurisy with effusion. 

Clinically, there are several points of impor- 
tance. First is the pain—in the chest as a 
rule—and this pain tends to increase rather 
than to abate as the disease goes on. Occasion- 
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ally there is prominence of the chest on thagid 
side. 


If in addition there is evidence of pressuralil a 
on the large vessels or pressure on the strucs 
tures of the mediastinum in a patient witha 
cough, shortness of breath and bloody expecum 
toration from the beginning of the disease, waa 
have a right to suspect cancer of the lung. q 


Also, if aneurism of the aorta can be fairlga 
well ruled out and a bloody effusion is present) 
I think we have a fair right to assume that 
we are dealing with cancer of the lung. A posis 
tive diagnosis as to the nature of the tumor can 
only be made by detecting tumor shreds or soma 
called tumor cells in the sputum or in thea 
effusion. Removal of a portion of this tumong 
by the aid of a bronchoscope of course will 
settle the situation as to the diagnosis—or theg 
removal of a near-by infiltrated gland. Our 
greatest aids in diagnosis are bronchoscopygg 4 
and x-ray. 


C. F. Hegner, M.D. (Denver): I am glad thatil a 
Dr. Giese emphasized the importance of the 
chronologic history of the case of primary car- 3 
cinoma of the lung. Of course the symptomsa 
depend upon the location of that tumor in itsaay 
inception. Cough is a very important thing ng 
the bronchia, but when we have parenchymag 
carcinoma it is strikingly absent. The character #im 
of the sputum is of course important. - ii 

First we have an irritated, non-productive EE 
cough; there is a glairy, viscid mucus and then#iaam™ 
possibly a prune juice sputum. In the paren-@ 
chymal carcinoma we do not have the domi-@ 
nant cough as a symptom and it is surprising® 
to know how long these people will remaing 
comparatively well until the beginning of thea 
complications which so confuse the diagnosis. i 

The diagnosis is made most likely from his-3m 
tory. It is corroborated or confused by the x-ray im 
until the middle of the course and it is abso-@ 
lutely confused by the complications late ing 
the course. 


The phenomena of the history, then, depend@ 
upon its location and its complication. That it@ 
is on the increase I am certain. Some years ago@ 
I spent some time with Dr. Sauerbruch; when-@ 
ever he received a case from a certain section® 
in Bohemia he always made a diagnosis of @ 
carcinoma and stuck to it until he proved it@ 
otherwise. That it is on the increase, relatively Sim 
as well as absolutely, in this country, I amm@® } 
convinced. q 


I saw a number of cases with the late Dr. 
Bronfin. I operated on some and removed™® 
pieces of tissue that were taken from cases of 4 
empyema that didn’t get well, and the diag-@% 
nosis was made before anything was deduced 7 
from the history. 4 
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